Background: The hazards of hospitalisation, and the growing demand for goal-oriented care and shared decision making, increasingly question whether hospitalisation always aligns with the preferences and needs of older adults. Although decision models are described comprehensively in the literature, little is understood about how the decision for hospitalisation is made in real life situations, especially under acute conditions. The aim of this qualitative study was to gain insight into how the decision to hospitalise was made from the perspective of the older patient who was unplanned admitted to hospital. Methods: Open interviews were conducted with 21 older hospitalised patients and/or their next of kin about the decision-making process leading to hospitalisation. Data were analysed according to the Constructivist Grounded Theory approach. Results: Although a period of complaints preceded the decision to unplanned hospitalisation, ranging from hours to years, the decision to hospitalise was always taken acutely. In all cases, there was an acute moment in which the home as a care environment was no longer considered adequate. This conclusion was based on a combination of factors including factors related to complaints, general practitioner and home environment. Three parties were involved in this assessment: the patient, his next of kin and the general practitioner. At the same time, a very positive value was attributed towards the hospital. Depending on the assessment of the home as care environment by the various parties, there were four routes to hospitalisation: referral, shared, demanding and bypassing. Conclusions: For all participants, the decision to hospitalisation was taken acutely, even if the problems evoking admission were not acute, but present for a longer period. Participants saw admission as inevitable, due to the negative perceptions of the care environment at home at that moment, combined with the positive expectations of hospital care. Advance care planning, nor shared decision making were rarely seen in these interviews. An ethical dilemma occurred when the next of kin consented to hospitalisation against the wishes of the patient. More attention for participation of older adults in decision making and their goals is recommended.
Background
Hospitalisation is a major event for older adults. After hospitalisation at least 30% of older adults experience new or more functional decline [1, 2] , often resulting in a temporary [3] or permanent discharge to nursing home [4] and 26% die within three months following hospitalisation [5] . Many older adults are not aware of this risk of functional decline and increased dependency after hospitalisation [6] . An increasing number of healthcare professionals have become aware of these hospital outcomes and this had led to adjustments in the hospitalisation process, such as introduction of the Comprehensive Geriatric Assessment and implementation of multidisciplinary teams or geriatric units [1, 7] . In addition, alternatives for in-hospital care were developed, such as outpatient management and the Hospital At Home care program [8] . Although these measures improved the outcomes for older hospitalised adults, still many older adults, especially the most vulnerable, die shortly after hospitalisation [9] .
Both the hazards of hospitalisation and the growing demand for more goal-oriented care [10] and shared decision making [11] question whether care and treatment always align with the preferences and needs of older adults [12, 13] . As older adults are often hospitalised unplanned, time for shared decision making is often short or even lacking. In these situations, advance care planning, i.e. discussion about goals of care and making records of care preferences at an earlier stage [14] might have been a solution, although many older adults prefer to leave health decisions up to their doctor [15, 16] .
Although models regarding decision making are described comprehensively in the literature [10, 14, 17] , little is understood about how the decision for unplanned hospitalisation is made in real life situations, especially under unplanned conditions. The aim of this qualitative study was therefore to gain insight into how the decision to hospitalise was made from the perspective of the older hospitalised adult who was unplanned admitted to hospital.
Methods
To gain insight into the decision-making process as experienced by older hospitalised adults, the Constructivist Grounded Theory approach [18] was used. This approach is useful in discovering the subjective experiences of participants, understanding social behaviours and describing processes [19] .
Dutch health care system
All Dutch residents are required to purchase basic health insurance, which covers the majority of essential medical care. The general practitioner (GP) refers the patient to a medical specialist and acts as a gatekeeper in making these referrals. During out-of-office hours, patients can contact the general practice centre. For severe medical emergencies, patients can visit the emergency room directly, or call 112 for an ambulance [20] .
Sample
Patients were recruited during their hospitalisation at the University Medical Centre Groningen (UMCG), a university teaching hospital in the Northern part of the Netherlands and at the Gelre Hospitals, a regional teaching hospital in the middle part of the Netherlands.
Inclusion criteria were: (1) unplanned medical hospitalisation expected for at least 48 h; (2) aged 70 years and older; (3) prefrail (1-2 points) or frail (> 3 points) according to the Fried-criteria as operationalized by Avila Funes [21] , (4) being able to speak and understand Dutch; (5) not expected to die within the next 48 h; (6) informed consent to the interview and audio recording.
A theoretical sampling plan was used. Since acutely admitted older adults form a heterogeneous group, we aimed within eligible patients for maximum variation in age, pre-frail/frail patients, with and without cognitive impairment, living at home or in a nursing home, university hospital or regional hospital. According to the theoretical sampling strategy, some of these criteria were added during the process. For example, after having interviewed a patient admitted from a nursing home with a very passive role in the decision making, more patients from a nursing home or senior home were actively sought to check if this was a particular characteristic of nursing home residents. A regional hospital was visited to check whether the theory described so far only fitted university hospital patients, or if the same processes were seen in peripheral patients. We aimed to continue sampling until saturation was achieved, meaning the properties of our theoretical categories were saturated with data.
In total 26 interviews were conducted concerning 21 unique patients. Details of the sample are shown in Table 1 . The characteristics and admission reason were asked to the patient or next of kin, when applicable. The admission term was retrieved from the hospital administration.
Procedure
The researchers were not involved in de patient care, nor had contact before admission with the patients. After establishing inclusion criteria by the staff nurse, eligible patients were given an informational letter and were approached by the interviewer (MJvdK) for further information about the procedure and to obtain informed consent during their hospitalisation. In case a patient had an impaired consciousness or cognition, the next of kin was approached for an interview and informed consent of the next of kin was obtained.
Data collection
Open interviews were conducted during hospitalisation by the first author (MJvdK) between June 2016 and August 2017. The opening question was: In your opinion, what was the reason for your hospitalisation? Development of the interviews was dependent on each participant discussing topics that were relevant to them. A topic-list, adapted during the process, was used as a flexible guide during all interviews. Examples of topics were: when was the decision made, who were involved, what was the decisive reason, view on hospital. Interviews took place in the patient room or, when the patient shared a room, in a family or examination room on the ward. Patients were explicitly given the opportunity to finish the interview, for example in case of fatigue, this was also checked by the interviewer. Three interviews with a next of kin were conducted by telephone, since it was not possible for them to come to the hospital. The interviews took 15 to 60 min and were audio-recorded and transcribed verbatim.
Data analysis
Characteristic for grounded theory is the iterative process and constant comparison [18, 19, 22] . Therefore, data collection and analysis occurred simultaneously. Coding was done inductively according to the following steps: initial coding, focused coding, axial coding and theoretical coding [18, 22] .
Initial coding took place as soon as possible after the interview and transcription. With initial coding, the researcher remained close to the data, and coded open and spontaneously. During focused coding the most significant or frequent initial codes were selected in order to code larger amounts of data. Codes were more conceptual. With axial coding the various dimensions and characteristics of the identified concepts were described under which conditions, actions/interactions and consequences they occurred.
With theoretical coding the relationships between the categories were described, to be integrated in theory forming.
In all stages constant comparison was used: new codes, theories and relationships were compared with each other and with previous data to identify similarities and differences in the data, define and sharpen concepts and to verify the constructed theory and memos were written during the entire process [18, 22] . For example, when 
Results
The decision process was divided into four stages: (1) duration of complaints prior to decision to hospitalisation; (2) the decision moment, in which an assessment was made of the current care situation at home and the expectations of hospital care. This resulted in (3) various routes to hospitalisation and finally was (4) reflected on the decision made. The results are summarised graphically in Fig. 1 .
Duration of complaints prior to decision to hospitalise
A period of illness or complaints preceded the decision to hospitalise, ranging from hours to years. This period can be divided into four categories:
Hours
The first category concerned acute, spontaneous problems, for example acute cardiac complaints in previously (reasonably) healthy older adults.
Days/weeks
In the second category, patients had complaints in the previous days or weeks, such as constipation, recurrent episodes of shortness of breath, or a combination of several inexplicable complaints that did not improve, despite treatment by the general practitioner (GP).
Long-term inexplicable
The third category consisted of patients with complaints in the months, and sometimes up to several years, prior. These concerned long-term, inexplicable, complaints interfering with daily functioning (walking, activities of daily living, cognition, relationships), for which no help was sought, the patient felt not understood, care providers were unable to resolve complaints, or help was avoided. In such cases, an acute situation such as a fall or infection, was the straw that broke the camel's back.
The motivation for hospitalisation was not the incident, but the precursory complex situation.
Chronically with exacerbations
The fourth category consisted of people with a chronic illness who were regularly re-admitted due to an exacerbation.
Decision moment
The decision leading to hospitalisation was taken acutely in almost all cases, meaning that prior to the moment of admission the patient had not had thoughts nor conversations with care providers or next of kin about the desirability of hospitalisation. In contrast, two interviewees, living in a senior home and nursing home respectively, had previously discussed with their doctor and family in which situations they would or would not want to be hospitalised.
In all cases the negative value that was attributed to the current care situation at home, was the reason for admission. Three parties, with varying degrees of influence, were involved in that process: the patient, the GP and the next of kin.
The negative value that was attributed to home as a care environment
The patient's environment at the decision moment was considered inadequate by all interviewees. The environment could be at home with help of the GP, combined or not with homecare and/or informal care, or a nursing home. The factors that led to the decision to acute hospitalisation were: (1) Reaching the limit of the duration of the complaints; (2) intensity and progression of the complaints; (3) Competences and capabilities of the GP; (4) lack of confidence in the GP; (5) functional decline and (6) capacity of the informal caregiver.
In addition, several factors contributed to a patient's feeling of a less pleasant home situation, for example not finding peace at home due to an inconveniencing housemate or the low quality of service in the nursing home that was experienced due to a shortage of painkillers needed or the poor quality of the food provided. These were not decisive reasons for hospitalisation, but played a role in the evaluation for the interviewee.
Duration of the complaints is too long
For some patients the limit to the duration of the complaints was reached. This could be indicated in several ways: (1) the patient suffered considerably from persistent complaints and could not bear this any longer; (2) an acute situation had arisen with long-standing problems that made the patient or next of kin feel he reached his limit; or (3) the GP indicated that the symptoms lasted too long. "But because he had fallen (…) then my mother and the housekeeper, yes they had also explained the situation to us. That he had stood with a raised hand to my mother that weekend and that he had been very angry and you name it. And that she also said like: I cannot handle this any longer. So then she phoned [to the GP] that something had to change." (Daughter P18).
The progression and intensity of the complaints
For other patients, duration of the complaints was not so much the problem, but the increased intensity, which led to anxiety among patient, next of kin or GP. Sometimes the complaints were so severe that the patient or informal carer expected the patient would certainly die if he had to stay at home. Fig. 1 Graphical summary of the four stages of the decision making process. The arrow in the top of the figure represents the period of complaints preceding the decision to hospitalisation ranging from hours to years and ends in an acute moment for all cases, when the decision moment takes place. In the decision moment, the home situation as a care environment was no longer considered adequate. At the same time, a very positive value was attributed to the hospital. Three parties were involved in this assessment: the patient, his next of kin and the general practitioner. Depending on the assessment of the home situation as a care environment by the three parties, there were four routes to hospitalisation: Referral, Demanding, Shared, Bypassing. Only the category "Shared" was not saturated van der Kluit et al. BMC Geriatrics"At the very end of the day, it was so far that my wife no longer trusted herself with the situation." (P04).
Competences and capabilities of the (locum) GP
A number of interviewees discussed that the GP did not know how to deal with the situation, for example because the GP was a locum not knowing the patient, or had a lack of diagnostic resources available at home or because the case was beyond the scope of the GP.
"They want to investigate of course what, exactly, the problem is. And those diagnostic procedures, you cannot do that in, uh, such a nursing home". (Son P17).
Lack of confidence in GP
Another factor was a lack of confidence in skills of their own GP. Interviewees indicated that the GP provided advice or interventions which were useless, according to the interviewee, or did too little to address the symptoms, waited too long to refer or did not know what to do. "Yes, I had diarrhoea several times. (…) I then started to vomit. Well, the doctor did not really react, he said at some point: "She has had it before, it will be over again." But now it was so bad and my back, too, and I was crazy from it, really. I couldn't bear the pain any longer. That's why I was admitted here." (P13).
Functional decline
A number of patients had difficulties in activities of daily living such as self-care, walking, getting into bed and eating and drinking because of illness.
Patient: "Since if I would be at home now, everyone had to show up. One had to do this, the other had to do that. And now you're being taken care of and all sorts of things." Interviewer: "Yes, because you could no longer take care of yourself at home?" Patient: "No. In the condition I was, no." (P06).
Caregiver burden
Some next of kin indicated that having a seriously ill loved one at home caused much worry and stress. In other cases the care was considered too much or too time-consuming for the informal caregiver.
"The worries I have at home, when he is ill, have given me so much stress over the years. I cannot really handle that anymore. And when he is in Groningen then I am reassured that he is, uh, that there are doctors who are constantly watching him, that there are nurses with him if anything happens." (Spouse P04).
Positive value attributed to the hospital as a care environment While the home situation was considered inadequate, the interviewees had a very positive view on the hospital. This was summarised by one patient as: "The hospital is the best place to be when you are unhealthy" (P09). The in-hospital service was highly valued: staff were friendly and helpful, meals were good, and the support was perceived as better than in the nursing home for those who lived there.
Advantages of hospitalisation according to the interviewees were assistance and care offered, thorough diagnostic procedures, possibility to intervene and better control and treatment opportunities. In addition, patients often recovered due to treatment in the hospital, this could be an experience during the current hospital admission or after a previous admission and the recoveries ranged from "a tiny little bit" to a "total reborn". Or the hospitalisation made the patient survive.
The hospital also gave hope. Hope to improve, to relieve symptoms, to survive or to achieve personal goals.
"So you always hope that they can do something for you. I mean, you try to get your benefits out of that. Yes, I mean, you depend on those doctors. So if they can do something for you, that everything becomes easier, your life becomes easier, your breathing and uh, those painful bursts of coughing fits and you name it, that it stops. So you have that hope. And if it works, that that … Well … Sometimes it does and sometimes it doesn't, otherwise I would not have had those four hospitalisations." (P07).
Finally, hospitalisation also provided rest to the informal caregiver regarding daily care, worries and stress.
Route to hospitalisation
The admission decision followed four routes: the GP refers to the hospital, the referral is demanded by the patient, the referral takes place after shared decision making between the patient or next of kin and the GP, the GP is bypassed by patient and/or next of kin.
The GP refers the patient to the hospital
The GP referred the patient to the emergency department and this decision originated completely with the GP, sometimes in consultation with the medical specialist. The patient did not have a say in these cases. Sometimes this was not possible due to the urgency, or the patient was too ill to participate actively in decision-making. In other cases, the patient indicated that he did not want to have a say. In all these cases there was great confidence in the referrer. Patients often had the idea that "if the doctor says: if it must be, then so be it".
"And uh, then I called the emergency doctor, yeah, called in the middle of the night and they arrived very quickly, within an hour. (…) Two doctors came and they saw me and they said to me: "Sir, but sir, you must go to the hospital immediately." They then called the ambulance. The ambulance arrived within half an hour. And they brought me to the UMCG." (P03).
The referral is demanded by the patient
In other situations, the patient, sometimes with help of his next of kin, demands to the GP a referral to the hospital. In these cases the limit of the duration of the complaints is reached earlier for the patient than for the GP, sometimes combined with a lack of confidence in the GP.
Patient: "In the end, I really hammered home. I said, I don't want this any longer." Interviewer: "Yes. So then you really…" Patient: "I really blew the whistle, yes." Interviewer: "Yes, and what was the point that you thought of well, this can't go on like this?" Patient: "Well, I was fed up. Vomiting and with defecation, oh man, I couldn't bear it any longer. (…) I said to that doctor.. I said I can't bear this any longer, I want to go to the hospital." (P11).
The referral takes place after shared decision making between the next of kin and the GP In one case, a GP offered a choice to a patient's son and asked whether he wanted to send his father to the hospital or preferred palliative care at home. However, this unexpected choice was experienced as particularly difficult due to the great responsibility the patient's son felt by this choice.
"Look, the doctor may come, or a locum, and say: "yes what do you want? That man has been so sick already, does he have to go to hospital now, in his condition?" Look, I won't have that. Because I still would like him to…, that he still gets a chance, to be looked at. (…) I find that a very difficult choice, because then the trouble is dropped at my door. And then I have to let my father die, actually. Look, I think that's a bit of a difficult choice." (Son P14).
The GP is bypassed in the decision-making
By calling an ambulance or intentionally consulting the GP at the weekend to arrange a visit by a locum GP, the own GP was bypassed. This was done because the patient and sometimes his next of kin had no longer confidence in the GP and sought another route to find help for the complaints.
Patient: "I say, "You know what, we're going to call the ambulance and then they come, something has to be done." Whatever happens. (…)" Interviewer: "And uh, what was the reason, you thought: I have to do this myself and not by the GP?" Patient: "That makes no sense, because that GP won't do anything." (P05).
Reflection on decision to hospitalise
All interviewed patients and next of kin were satisfied with the decision to hospitalise. This was because of the mentioned advantages of hospitalisation compared with the current home situation. For many the decision to hospitalise was self-evident and the only option. Often this was formulated along the lines of "there was no choice". Moreover, there was often great confidence in the decision that the GP had taken for the patient. In a few cases, an interviewed adult child indicated that he had made the decision to hospitalise, but perhaps against the wishes of his parent. The choice for hospital admission was then made by the child because he assumed that the patient was not capable of making the decision himself and because the child wanted everything to be done to keep his parent alive.
"Look, then, uhm, he sometimes becomes afraid of the hospital. Then I think: not again!, then he must go again. That is sometimes difficult. In this case also, when we went to the hospital, he said, I want to go home, because I do not feel like it. (…) He does not want so much anymore. I think, to be blunt, if it ends, he will not be very sad about it, actually. I have sometimes…, he is actually a bit finished with it. Do you understand what I mean? Look, we [children] still want everything, but… He has actually a bit, since my mother passed away, actually is uhm, his part, when my mother died, we actually said to each other, my father also died a bit." (Son P14).
Discussion
In this study the decision-making process for hospitalisation as experienced by older hospitalised patients and their next of kin was investigated. For all participants, the decision to hospitalisation was taken acutely, even if the problems evoking admission were not acute, but present for a longer period. Participants saw admission as inevitable, there was no choice. This was caused by the assessment by the patient, his next of kin and/or GP that the care provided at home or by the nursing home was insufficient, combined with the expectation that the best care was provided in the hospital with the greatest chance of cure or comfort.
As far as we know, this is one of the few studies into the decision-making process of unplanned hospital admission in which is spoken with a broad group of older adults themselves during their hospitalisation. Other studies were observational [23] , or after discharge and only concerned patients with home care [24] , or a vignette study with heart failure patients [25] , targeted care providers [26, 27] , were quantitative and only focused on functional decline [28] , or only focused on nursing home residents [29] [30] [31] .
The patients and next of kin interviewed in this study all considered hospitalisation as inevitable. This was also found in previous research [25, 31, 32] . A possible explanation for this is given by Lynn et al. [33] who reason that since physicians and patients use routine behaviour, especially under time pressure, decision making moments are often not recognized. Therefore, unplanned hospital admission is often not recognized as a moment of decision, but is considered as the default option in case of an acute emerging illness and people do not feel they have a choice [33] . "Doing nothing", in this case receiving treatment at home, is by some patients not considered as an option and therefore suggests there is no decision to be made [34] .
Many interviewees in this study had a passive role in the decision-making process and were very confident in the solution chosen by their care providers. Likewise, earlier studies also revealed a group of older adults with great confidence in physicians and who were satisfied with an obviously passive role in decision-making [34] [35] [36] . It is a well-known phenomenon that people with a lot of trust in health care providers, which is more common among older adults, often prefer a passive role in decision-making [15, 37] .
However, this passive role not always reflects a conscious choice, but can also be seen as resignation. In previous research among nursing home residents who were referred to the emergency room, residents reported that their opinion had never been asked, but many were not dissatisfied with this although some would have liked it differently [31] .
In addition, this research revealed that people were sometimes too ill to be able to make a decision themselves. This was also seen in previous research [34, 35, 38] . To hand over decisions can as well be related to the sick role [16] .
All interviewees in this study were satisfied with the decision to hospitalise. This could be explained by hindsight bias, people look back on the decision afterwards and consider this in the light of the final outcome [39] . For some people, the outcome was that they recovered by treatment in hospital, for others that they received intensive care, which can also confirm that the decision to admit was the right choice [32] .
As in our study, the negative perception of home as a care environment was shown in other studies. For instance, bypassing the patient's own GP because of dissatisfaction has been previously reported in research among GP-led urgent care centres and emergency rooms [40, 41] . Lack of confidence, which is more often reported in nursing homes, where family has often too little trust in the staff, is also a motive to go to hospital [29, 42, 43] .
This study showed various examples of situations in which the GP had insufficient knowledge due to unfamiliarity with the patient. In previous research GPs also indicated that if they missed necessary background information, this uncertainty led to (inappropriate) referrals to hospital [27, 44] .
Functional decline also contributed, as evidenced in earlier research, to the reason for visiting the emergency room by older adults [28] . Finally, earlier research also showed that older adults preferred hospitalisation to relieve their families [45, 46] , or families insisted on hospitalisation because of the concerns about their loved one at home [24] .
The positive perception of the hospital is also reflected in various studies: symptoms can be investigated [25] , help is quickly and always available [24, 45, 46] , the treatment is perceived as better than at home [24, 29, 47] , the patient makes better progress [45, 46, 48] , the survival chances are perceived to be higher [25, 45] , people feel more secure through closer monitoring [24, 31, 45, 46] , patients do not have to burden their families [45, 46] and the meals are better [24] .
Interesting is the expressed need for hope. Although a few patients returned to the hospital often without considerable benefit, this readmission still had added value for them, since they received hope. While an exacerbation can contribute to a feeling of hopelessness [49] , control of symptoms, belief in achieving remission, setting goals and receiving information from professionals engender hope [50] . Apparently, for some patients and next of kin, the hospital is the best place or last resource to receive this hope, and even without any real benefit, they have at least tried.
The cases concerning acute onset of symptoms necessitating an urgent decision were rare in this study. In most cases, the symptoms have already existed for days to weeks or even chronically. Especially in the latter case, it is remarkable that the patient's wishes regarding hospitalisation and treatment were rarely discussed at an earlier stage. Advance care planning was rarely seen in these interviews, except for two nursing home residents. Literature reviews showed that studies into the effect of do-not-hospitalise orders were all performed among nursing home residents [14] and that advance care planning had taken place only in a minority of non-sudden deaths [51] . The fact that advance care planning was rarely seen in this study, could be caused by patients having a do-not-hospitalise order that was followed, thus keeping them out of the hospital. Nevertheless, it is remarkable that many of the interviewed chronically ill community dwelling older adults had never discussed their wishes regarding hospitalisation. An explanation may be that patients in need of palliative or supportive care are often not recognized by GPs, which makes the initiation of advance care planning more difficult. This is especially true for patients with end-stage organ failure and dementia [52, 53] .
Many interviewed older adults in this study had a very passive role; nobody had ever presented them with a choice regarding hospitalisation. Only one choice was presented to one patient's son who found this choice too difficult. Older adults have been brought up more often with the idea that the ideal patient is obedient and passive and expressing one's own preferences is sometimes even considered selfish [54] . But the fact that older adults do not participate, or participate less frequently, in decision-making, does not mean this desire does not exist. It is present, but is determined very individually [35, 38, 54] . Often a discrepancy exists between the actual and the preferred role [35, 38] .
Another explanation as to why many patients did not participate in the decision and often did not want to, is that many older adults are not focused on whether interventions are useful or not, but more on which outcomes they find important [55, 56] . So the question should not be: do you want to be hospitalised or not, but what do you want to achieve? It is then up to the healthcare provider to decide whether hospitalisation could help to achieve that goal.
And hospital outcomes are not always better than treatment at home or in a nursing home. In hospital treatment can sometimes even be worse [8, [57] [58] [59] [60] , although this is difficult for many patients to understand [45] .
Interviewed patients were very confident that their doctor and next of kin would make the right decisions for them, but remarkably they did not share their preferences with them. This is seen more often in the literature [56, 61, 62] . Kuluski et al. [63] , showed that goals of patients, family members and GPs often did not align, especially in cases of unstable health and high complexity. Absence of knowledge of the patient's goals has several disadvantages, such as avoidable or unnecessary hospitalisations of nursing home residents [29, 64] , or placing stress on family members whether they take the right decision if they find themselves in an acute situation [61] .
This could explain the overchoice experienced by an interviewed son. He really wanted to make the right decision for his father, but his father did not want to talk about this subject. The son wanted to seize every available chance for survival, even though he knew these prospects were very limited. At the same time, he felt that staying alive was not his father's priority. The stress caused by the unexpected question of a locum GP about whether or not to hospitalise, is very understandable. According to Lynn et al. [33] , family members are often afraid of later regretting their decision not to have seized every chance for survival. Moreover, people follow rules they consider appropriate to the situation in which they find themselves. If a son feels that a good son must do everything to prolong his father's life, he does so, regardless of prognoses [33] .
Literature about decisions made by family members of nursing home residents showed families struggling with these dilemmas. Family members want to do well, see themselves as the patient's advocate and find quality of life of the resident important. Not wanting treatments that give discomfort with little benefit, however, families often suffer from prognostic uncertainty [48, 64] . Sometimes the family did not want a do-not-hospitalise order until they were certain the resident was near the end of life [64] .
Two adult children in this study indicated that they might have sent their parent to hospital against his wishes. Overruling patients by family members to go to hospital is not unique [25, 31, 48] . Hopp et al. [25] , describe several communication styles between next of kin and patient. These vary from influential to directive. In the last style the next of kin perceives a need to carry out his desired course of action without consideration of the patient's preferences. It is also known that if people have to decide for others, they opt for an active treatment more often than for themselves [65] , and they overestimate the wish for treatment [62] .
Strengths and limitations
The qualitative method gave a rich insight into the perspective of the patient and his or her next of kin when it comes to the entire decision-making process leading to hospitalisation. However, this method also had some limitations. Firstly, the interview took place after the patient had been admitted for a number of days. As a result, interviewees may have forgotten details of the admission process and the patient may have assessed the situation differently because he was hospitalised.
Furthermore, we did not succeed to achieve saturation for one category, namely patients who made the decision to hospitalisation by shared decision making, since this appeared a rare phenomenon and we could not find other patients in this category. With only one case, we have not discovered all aspects of this category, in which circumstances this took place and whether one (negative) experience is representative for other cases of shared decision making.
Although, as shown in the discussion, many factors involved in the decision making process are seen in the literature worldwide, communication between patients, next of kin and doctors differ among cultures, as do healthcare systems and access to care. Therefore, we are unsure to which extent the results are transferable to other contexts.
Conclusions
The decision to hospitalise in older adults was often taken acutely, even when the care needs were not acute, but present for a longer period. Admission was seen as inevitable by patients and their next of kin. This might occur due to the negative perceptions of the care environment at home at that moment, combined with the positive expectations of hospital care. Participation in decision-making by the older adult himself and advance care planning were scarce. Furthermore, dilemmas were revealed with sometimes conflicting interests.
Future research should focus on the desires of older adults regarding active or passive participation in the decision making process and on their goals regarding the outcome of hospitalisation.
Abbreviations GP: General practitioner
